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RATIONAL-EMOTIVE THERAPY: A COGNITIVE-BEHAVIORAL APPROACH
TO WORKING WITH HEARING IMPAIRED CLIENTS
Deborah L. Gough
Northern Illinois University
DeKaib, iL
Abstract
This paper serves to present to deafness reha
bilitation specialists the basic assumptions and
process of Rational-Emotive Therapy. As a fore
runner in the field of cognitive-behavioral therapy,
RET provides a framework and specific interven
tions to meet a wide variety of client needs. A
discussion of suggested techniques designed spe
cifically for a portion of the deaf population is
included. The flexibility of the RET approach in
offering the options of both elegant and inelegant
resolution of emotional disturbance enhances the
usefulness of this theory with the diverse popula
tion of deaf clients.
Over the years, professionals in deafness and
mental health have explored a number of counsel
ing theories and techniques, searching for the
"right" approach in working with clients who are
deaf. Articles have been published discussing
Reality Therapy (McCrone, 1985), psychodrama
(Swink, 1985), provocative therapy (Farrely &
Quedenfeld, 1985), Adlerian therapy (Farrugia,
1985), and other theoretical bases. Each theory
presents possible avenues of success as well as
"roadblocks" to a deaf client's progress in therapy.
One such "roadblock" that seems persistent is the
notion that, "Because of the frequency of limited
language skills and difficulty in both expressing
and understanding abstract concepts, many deaf
patients are unable to benefit from insight-oriented
psychotherapy" (Dickens, 1985, p.50). This type
of unfortunate generalization has served to limit
severely the opportunity of deaf clients to benefit
from therapy that may be considered "language-
based" or "highly cognitive" in nature.
Dr. Sussman, in his address at the A.D.A.R.A.
conference (1987), presented the argument that.
This propensity to stereotype deaf peo
ple as difficult and high-risk candidates
for psychotherapy as is done with the
poor, disadvantaged, disabled, old and
nonverbal populations serves only to
thwart their opportunity for emotional
growth and psychological enhancement.
...The major problem was not the so-
called characteristics and limitations of
deaf individuals. Rather, it was the lim
ited number of qualified therapists com
petent to work with deaf clients and to
communicate with them according to the
mode of communication they prefer and
are most comfortable with, and through
which they best understand and are
understood. (Sussman, 1988, p. 5)
With any population, or any individual, one
therapeutic approach may prove more effective
than another. However, it seems only practical to
increase the number of options available in terms
of psychotherapeutic intervention.
In the research assessing the pros and cons of
varying approaches to therapy with deaf clients,
rational-emotive therapy (RET) seems to have
been somewhat overlooked. For the past 25 years,
RET has been one of the major approaches to
psychotherapy, and has been described as "...an
innovative and viable approach to cognitive-
behavioral intervention" (Grieger, 1985, p. 138).
RET has an active, energetic style of therapy, call
ing upon the creativity, spontaneity, humor and
courage of both therapist and client—attributes
certain to be found among many deaf individuals.
Basic Assumptions of
Rational-Emotive Therapy
Rational-emotive therapy (RET), as an
approach to understanding and assigning human
disturbances, has found wide application in terms
of problem resolution and therapeutic settings. It
has proven helpful with all age groups, socioeco
nomic groups, and with individuals experiencing a
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range of psycho-emotional disturbances.
In order to appreciate the "whys" and "hows"
of clients' feelings and behaviors, it may prove
helpful to consider that in RET theory, people
seem to make the most of their potential to think
"crookedly," or irrationally. While humans also
have the ability to think rationally, and experience
pleasure and satisfaction in life, invariably we
revert to irrational ways of thinking, thus causing
ourselves to feel upset, depressed, angry, or gener
ally lousy.
In thinking crookedly, people convince them
selves that they have certain NEEDS, without
which life is awfiil, terrible, and miserable. When
these "needs" or demands are not satisfied, the
individual once again becomes upset, angry, per
haps depressed. The behaviors resulting from
these beliefs and feelings also tend to be undesir
able and self-defeating (e.g., overeating, refusing
to eat, fighting, crying, arguing, etc.).
Unfortunately, many of the irrational beliefs
most commonly held have been taught, reinforced
and ingrained by our culture in the process of
socialization. As children, the language and
"rules" of our environment are filled with
"musts," "needs," "shoulds," and good/bad
dichotomies. Seldom are children taught to differ
entiate "needs" from "wants." For example, Ben
might want the hot red skateboard he saw in the
store window; however, Ben tells himself, "I need
the skateboard. I've got to have it!" He does not, in
fact, need the skateboard. Understandably, Ben
would be disappointed if he couldn't buy it, but he
would be able to live a relatively happy and fulfill
ing life without it. If Ben holds to his belief that he
needs the skateboard, not getting it would be a
disaster, and he would feel terribly upset.
A number of irrational beliefs have been com
piled and are presented here in a self-statement
format:
1. I MUST do well or very well!
2. I am a BAD or WORTHLESS PERSON
when I act weakly or stupidly.
3. I MUST be approved or accepted by people
I find important!
4. I NEED to be loved by someone who mat
ters to me a lot!
5. I am a BAD, UNLOVABLE PERSON if I
get rejected.
6. People MUST live up to my expectations or
it is TERRIBLE!
7. People MUST treat me fairly and give me
what I NEED!
8. People who act immorally are undeserv
ing, ROTTEN PEOPLE!
9. I CAN'T STAND really bad things or very
difficult people.
10. My life MUST have few major hassles or
troubles.
11. It's AWFUL or HORRIBLE when major
things don't go my way!
12. I CAN'T STAND IT when life is really
unfair!
13. I NEED a good deal of immediate gratifi
cation and HAVE to feel miserable when I
don't get it! (Corsini and Wedding, 1989, p.
227-278)
How are these beliefs irrational? Indeed, where
is the line drawn between rational and irrational
thoughts? Basically, RET defines rational as "that
which aids and abets our client's basic goals and
purposes" (Dryden, 1985, p. 132). Is the belief
self-supporting or self-destructive? Finally, is the
idea logically sound and/or empirically validat-
able?
Practitioners of RET support the notion that
virtually all serious emotional disturbances stem
from magical, unvalidatable thinking. This con
cept dates back almost 2,000 years to the Stoics,
and the writings of the Roman philosopher Epicte-
tus, holding that, ".. .humans are not bothered by
the things that happen to them but for their view of
these things" (Ellis, 1973, p. 32). This powerful
statement puts the responsibility for emotional
upsets and undesirable behaviors squarely on the
individual's own shoulders. No longer can the cli
ent blame others for any inordinately negative feel
ings, nor is the client the poor, "helpless" person
to whom everything happens. The control, the
power rests with the client.
RET serves to identify the strengths and posi
tive coping mechanisms each person possesses. By
removing the socially acceptable yet personally
destructive tendency to compare oneself with some
"ideal type," a competition which is inevitably
lost, one learns to appreciate and respect an indi
vidual approach to achieving goals, getting what is
desired, and finding more joy and satisfaction
in life.
The Process of Therapy
A major component of RET is to assist the
client didactically in discovering the origins of
feelings, and working towards effecting a change in
the patterns of thought, feelings, and behaviors.
RET maintains that feelings are not caused by an
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event, whether external or internal. Instead an
"A-B-C" model maps out the development of
emotions.
When an emotionally charged consequence
(C), including both feelings and behaviors, follows
a significant activating event (A), it would seem
that 'W caused "C." Actually, the "cause" of
one's feelings and behaviors lies in the individual's
belief system (B). What one believes about specific
situations and about oneself determines resulting
emotional and behavioral consequences.
"An RET therapist assumes on theoretical and
empirical grounds that emotional disturbance
stems from the irrational belief (the B's) a person
holds, most particularly the four themes of
demandingness, awfiilizing, I-can't-stand-it-itis,
and self-rating" (Grieger, 1985, p. 141). In therapy
the client is "taught" this core concept and is
helped to actively and vigorously dispute, question
and re-evaluate the elements of their belief system.
Communication
The most effective RET therapists tend to be
those who have developed an understanding of and
sensitivity to the nuances of clients' language styles
and non-verbal communications. This facility with
varying language systems is especially of value in
therapy with deaf clients. The variety of communi
cation modes, social and cultural identities, and
individual idiosyncracies among the population of
"deaf clients" demands from the therapist a com
prehensive understanding of the dynamics of psy-
chopathology, an awareness of deafness (i.e.,
psychosocial impacts and cultural differences),
flexibility, and excellent communication skills.
This statement is true when applied to hearing
clients as well since people in general tend to be
less than adept at critical thinking. "Before thera
pists can hear or inquire about the irrational beliefs
...they 'must' truly be familiar with how people
express ideas behind their pathology, and know the
skills to elicit these ideas" (Grieger, 1985, p. 141).
As was previously noted, RET is often didactic
in its approach. "Since good education depends on
effective communication, it is important that the
therapist uses the words that clients can under
stand" (Dryden, 1985, p. 140). It may prove most
beneficial to spend some time discussing commu
nication modes with the client, deciding together
what will work best.
Establishing the Therapeutic Relationship
Typically, therapists operating within the
framework of RET may downplay the significance
of a warm, personal relationship between therapist
and client as "neither a necessary nor a sufficient
condition for effective personality change" (Corey,
1982, p. 178). This does not rule out the appropri
ateness, and quite possibly the benefits of a warm,
empathic relationship within the therapeutic set
ting. Similarly, therapy would not necessarily be
qualitatively different since "RET gives therapists
leeway to give caring and warmth to clients if they
wish to do so, but also holds that highly effective
therapy can be done without such warmth, as long
as therapists fully accept (but not necessarily like)
their clients" (Corsini, 1984, p. 211).
In the typical RET session, the therapist
actively disputes the client's irrational beliefs
through argumentation, exaggeration, and hope
fully with humor. It may prove difficult for some
clients to understand this exchange as "therapeu
tic" and in fact some will perceive this disputation
as a personal attack. To further compound the
problem, a client may enter therapy with certain
negative expectations. "As a result of prior nega
tive experiences, it is not unusual for a deaf client
to enter counseling situations with built-in resis
tances and mistrust towards hearing professionals"
(Anderson & Rosten, 1985, p. 10). In this case it
may prove beneficial for the therapist to work more
diligently toward the establishment of trust and
acceptance in order to facilitate the client's resolu
tion of resistances and mistrust. Once the "stage is
set," client and therapist are ready to begin the
work of RET.
P^ychodiagnosis
The purpose of a diagnostic assessment in RET
is not to categorize or label clients on the basis of
psychological or social patterns of functioning.
People tend to judge and evaluate themselves too
often on the basis of one particular element of their
being, and find it difficult to separate "self from
behaviors or attributes. In some cases clients
equate their total identity with a profession, a race,
a religious affiliation, a certain level of intellectual
ability, or perhaps the degree of hearing loss or
disability.
In this phase of therapy, the objective is to
understand the nature of the client's "problems."
The first question to address is if the problems are
external (e.g., "1 can't find a decent apartment,"
"I'm having trouble paying my bills," "Should 1
keep this job or start looking for something
else?"), or internal (e.g., feelings of guilt, anger.
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depression, self-denigration, self-destructive
thoughts or behaviors) in nature. If indeed there are
concerns relating to internal issues, then therapy
would be pursued. It is also common to find clients
expressing concern about external problems, only
to find an internal issue related or superimposed.
In this case, the external issue can be addressed
first, followed by a therapeutic search for the irra
tional beliefs causing the related disturbance.
The next step in diagnosis is to begin immedi
ately listening and watching for irrational beliefs to
be presented, overtly or covertly. Since this will
form the basis of the entire therapeutic process, it is
essential for the therapist to possess excellent com
munication and observation skills. In the majority
of cases, people will develop a "secondary symp
tom" as an overlay to their presenting problem.
Simply stated, people often feel upset about feeling
upset. This "second layer" of symptoms tends to
distract the client, and interrupts the attention and
concentration necessary to work on changing the
original anxiety-producing beliefs.
Finally, after assessing clients' issues and orga
nizing a model of the client's A-B-C's, therapist
and client have developed a way to understand the
events occurring (A), the irrational as well as
rational beliefs (B), and the resulting undesirable
feelings and behaviors (C). At this point, goals are
proposed and agreed upon between client and
therapist.
Client Insights
In order to pursue constructive change in one's
belief system, and thus a change in one's view of
the world, several insights are necessary. The first
insight is basically the underlying premise of RET
as delineated in the A-B-C model. Next, the client
understands that it is the current, ongoing belief
system, and not past experiences, that is responsi
ble for the emotional disturbance. Finally, people
demonstrate real tenacity in hanging on to their
own "propaganda" and self-limiting or destructive
ideas. After a lifetime of learning and having their
concepts reinforced, it takes a great deal of persist
ence and hard work to give them up. This is,
however, necessary for the pervasive philosophical
changes sought in RET.
Elegant vs. Inelegant Change
Following the initial work of therapy with the
client, including establishing a relationship and
finding the most effective forms of communica
tion, identifying presenting problem(s), and
explaining the basic premises of RET, the therapist
arrives at the point of making a decision regarding
the capacity for elegant, or in-depth philosophical
change on the part of the client. "The major cau
tion is to always ask the question: 'Can this client
attain elegant change?' It is crucial not to sell the
client short by offering inelegant change, in which
re-education predominates, when elegant change
is possible" (Grieger & Boyd, 1980, p. 177).
The basic aims of elegant RET are to make true,
long-lasting changes in the client's perceptions of
one's beliefs, attitudes and behaviors, and to
develop in the client the ability to evaluate and
determine the rationality or irrationality of
thoughts and beliefs. In so doing, the client gains
more control of feelings and behaviors, and will
then utilize the ability to resolve problem situations
independently and effectively.
On the other hand, inelegant RET appears to be
almost synonymous with symptom removal
wherein the therapist
".. .directly teaches the clients appropri
ate behaviors and teaches, conditions,
and indoctrinates them with rational
beliefs and coping statements that will
help them function more effectively...
there is little effort directed toward
achieving insights into the philosophic
errors of the irrational beliefs or making
independent choices of new philoso
phies" (Grieger & Boyd, 1983, p. 115).
How then is the decision to be made as to the
applicability of elegant or inelegant therapy for a
specific client? This question is critical when con
sidering deaf clients. Is there a genuine lack of
capacity for insight, or limited abilities to compre
hend the theoretical precepts of RET? Is there
perhaps a lack of communication skills on the
therapist's part, or limited experience with aware
ness of deafness including potential cultural differ
ences? While both elegant and inelegant
approaches prove to be valid to various degrees, on
what criteria will the determination be based?
Generally the movement toward elegant or inele
gant therapy is based on the therapist's assessment
of the client's capacity for insight. As suggested by
Grieger & Boyd,
To gain full measure of insight, one must
be able to conceptualize behavioral and
emotional alternatives, be able to predict
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the consequences of one's actions as well
as those of alternative actions, and be
able to view oneself objectively as an
observer, noting one's own thoughts
and feelings in relation to events. (1983,
p. 125)
At times, clients with fine abilities for the
insights previously described may still act as if they
are "allergic to thinking." Humans tend to be lazy,
and have a low tolerance for frustration and pain.
Instead of working hard in therapy, they prefer a
magical, easy solution to their disturbances. Inele
gant RET "...recognizes that clients have the
worst of two worlds: they tend to cling to their
irrational thinking, while at the same time, they
tend to be poor at doing what is important in order
to change" (Grieger, 1985, p. 145). Add to this the
overlays of communication and language differ
ences, and potentially altered life experiences and
relationships due to deafness. All of these aspects
are to be taken into consideration for each client,
regardless of intelligence level, language differ
ences, cultural influences, etc.
The Inelegant Approach
The option of inelegant RET is a more didactic
approach. The therapist uses teaching, reasoning,
and persuasion to assist the client in developing
and utilizing more rational thoughts. This is a more
directive, authoritative stance on the part of the
therapist in supplying the client with a number of
rational self-statements as well as repeating fre
quently the basic assumptions of RET. The client
receives these statements in the therapy session,
and is instructed to practice them until the next
session. A potentially useful tool for inelegant
RET is the "emotional control card" (ECC)
(Sklare, Taylor & Hyland, 1985). The ECC is a
wallet sized card showing two columns of feeling
terms; one for "intense" feelings, and the other for
more "mild" feelings. These columns are then
divided into four emotional categories: anger, crit
icism, distress and depression. As an adjunct to
therapy, the client can learn to use this card as a
visual and concrete reminder of the process of
RET, especially when confronting upsetting situa
tions between sessions. The client is taught to re
create or imagine a specific situation triggering
various "intense" feelings listed on the ECC. Next
the client reviews the related "mild" feelings, and
works to modify them in this direction. Therapist
and client then review the thought processes
required to bring about the movement to the more
desirable feelings. In order to make this interven
tion more meaningful, the terms used to describe
feelings could be developed together, by the client
and therapist, and would reflect the client's own
terminology and language style. This process
could also be valuable in helping increase the
"feeling vocabulary" of the client, if necessary.
The Elegant Approach
In reality, there is no clear or definitive dividing
line between elegant and inelegant RET. Actually
there may be a great deal of overlap between them.
In this section, six intervention strategies will be
discussed that are typically utilized in elegant
RET. The reader is encouraged, however, to con
sider ways in which these strategies may be useful
with all clients.
A Continuum of Feelings
One of the difficulties in therapy with a part of
the deaf client population relates to the paucity of
symbols available in the client's language reper
toire to adequately represent thoughts, feelings and
experiences. More general terms may be well-
known by the clients such as: happy, sad, angry,
depressed, excited, embarrassed, proud, fright
ened, confused and upset. Other descriptors
(mortified, devastated, perplexed, ambivalent,
inadequate, resentful, etc.) which could more spe
cifically define experiences may not be as familiar.
The continuum of feelings is offered as an effective
approach to assist the client to identify feelings
more precisely, and to add to the "feeling vocabu
lary."
During the session, client and therapist work
together to develop a continuum model for specific
feeling polarities. For example, "angry" to
"happy" would be the basis of one model. On a
large sheet of paper, the therapist writes on one
side the word "ANGRY" and, drawing a long line
across the paper to the other side, writes the word
"HAPPY," as in the following example.
ANGRY HAPPY
Next the client is asked to describe situations
when feeling angry, including the associated feel
ings, thoughts and behaviors at that time. The same
is done to describe "happy" situations. At this
point, the therapist will choose another term
appropriate to this model, such as "irritated," and
ask the client once again to recall and describe a
situation when the client felt "irritated." Next, the
client is asked to find the point on the continuum
where "irritated" might fit. Other descriptors are
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then suggested, discussed, and added to the contin
uum (furious, livid, miffed, mean, peaceful, satis
fied, cheerful, elated, etc.) until the model is
adequate to reflect a broad range of feelings. The
same procedure can be repeated with other feeling
polarities such as: mortified/proud, frightened/
brave, depressed/excited, and so on, as would
seem appropriate to the client's presenting
problem.
In addition to enhancing the client's ability to
recognize and discuss feelings in therapy, the client
now has a visual reference to utilize to review
between sessions in order to reinforce what was
learned in therapy.
Written homework
RET strongly advocates that clients do
written homework on a daily basis. In
fact, we make it a rule of thumb that no
client is allowed to leave a session with
out being assigned written homework
that will facilitate his or her working
through process (Grieger & Boyd, 1980,
p. 142).
There are a number of published formats for
written homework designed to diagram client's
negative experiences into an A-B-C model. These
formats vary in ease or complexity; therefore, a
client's skill as well as comfort with written lan
guage needs to be considered. A suggested modifi
cation of a written homework form has been
included in Appendix A. The language has been
simplified, and the A-B-C format retained as a
visual representation of the client's thoughts, feel
ings and behaviors. It may prove helpful to work
through several written assignments during ther
apy to ensure the client's understanding of the
concepts and the process. While doing so, it may be
helpful to ask the client to refer back to the contin
uum of feelings already completed in order to fiilly
describe the "C," or consequences section of the
form. After the therapy session, the client would
take the written work home to review and reinforce
what was accomplished in therapy.
Rational-emotive imagery
The use of rational-emotive imagery (REI) as
developed by Maultsby (1975) has the potential to
benefit all clients, regardless of language style. The
therapist begins by instructing the client to imagine
the uncomfortable situation (real or created), per
haps role playing or acting out the scene visibly.
intensifying the undesirable negative feelings asso
ciated with the situation. This assists client and
therapist in understanding how the client creates
such a level of discomfort, and possibly, inappro
priate behaviors. The next step in REI, instructing
the client to feel less intense, more appropriate
negative feelings, may be facilitated by utilizing the
"emotional control card" (Sklare, et al., 1985) and
"continuum of feelings" as described previously.
Once the client is able to change the feelings in the
desired direction, and can describe in some man
ner how this was accomplished, a second role play
with the "new" emotional and behavioral out
comes may help reinforce the cognitive processes
utilized in REI. After practicing with the therapist,
the client is given the assignment to continue REI
on a daily basis, reporting the results at the follow
ing session.
Behavioral assignments
Learning to gain control over one's feelings and
behaviors, as one of the goals of RET, will be
addressed cognitively, in therapy sessions. A sec
ond aspect of therapy involves assigned behavioral
homework. The purposes of these risk-taking
behaviors are to demonstrate to the client that:
certain "disastrous" situations are actually tolera
ble (such as being turned down for a job promo
tion), there are more effective, appropriate ways of
behaving to get what is desired (asking politely for
assistance in a store instead of yelling or berating
the clerk), and to discover the control each person
has over self and environment. In many RET
behavioral assignments, the client will in some way
draw attention, often resulting (at least initially) in
feelings of embarrassment. For example, a person
who fears rejection will be asked to approach five
persons to ask for a date. If the client is successful
in getting one or more dates, this proves the rejec
tion won't always occur. If the client is rejected all
five times, this proves that although it doesn't feel
good, and it can be disappointing, it's not "awful."
The client can live with it, and failing to get a date
with those particular persons does not make the
client "a failure."
This hesitance to stand out in a crowd may prove
especially difficult for clients (deaf and hearing)
who strive to "belong" and to avoid being noticed
as "different." In these cases, the reasoning behind
the assignment, as well as the therapist's personal
support, had better be made especially clear.
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Bibliotherapy
Many works have been published about RET,
its principles and processes. A number of these
works are written for the "layperson," can be effec
tive self-help resources, and can be used in con
junction with therapy. Several books have proven to
be particularly well-written and understandable:
How to Live with a "Neurotic'' (EWis, 1915), A New
Guide to Rational Living (Ellis, 1975), How to
Stubbornly Refuse to Make Yourself Miserable
About Anything—Yes Anything (Ellis, 1988),
Handbook of Rational-Emotive Therapy (Ellis,
1977), and Help Yourself to Happiness (Maultsby,
1975).
Unfortunately there is a limited number of pub
lications that may be considered valuable resources
for clients, and that are written at an appropriate
reading level. While many deaf clients would bene
fit from the readings suggested above, there are
also clients who would become frustrated and gain
no new insights or assistance. One reference that
may be of value both in therapy and as an assigned
reading between sessions to aid in teaching the
basic assumptions of RET, is a publication by
Maultsby and Hendricks entitled. You and Your
Emotions (1974). This cartoon-style booklet leads
the reader through an explanation of where feelings
come from, as well as demonstrating through
drawings of example situations, how inappropriate
negative feelings can be altered by changing one's
thoughts and belief system. The reading level is
lower, and the drawings reflect a good deal of facial
expression to convey the messages.
Rational proselytizing
The assignment of rational proselytizing is also
potentially valuable as a means of ingraining the
philosophy of RET in the client's thinking proc
esses. Explaining the basic ideas of RET to others
enhances the learning process by helping to clarify
and reinforce what is presented in therapy. It is
suggested that the therapist first complete several
"practice runs" through role reversal to be sure the
client is indeed clear on the concepts.
In another sense, this exercise may be espe
cially valuable for deaf clients, since there is an
opportunity for the client to describe RET in the
most familiar and comfortable language style. This
would hopefully lead to a deeper level of under
standing, and therefore make the concepts more
real and usable in daily living. Asking the client to
report back after completing this assignment will
also help identify areas of confusion or misunder
standing, which can then be clarified in therapy.
Discussion
In conclusion, the fact of deafness does not
prescribe nor exclude a specific counseling
approach. It does, however, bring up issues of
communication and language differences to be
addressed as well as differences in world view
based on individual experiences as well as cultural
and family influences. The intent of this paper is
neither to prescribe RET as the appropriate treat
ment approach, nor to rule it out as "inappro
priate" for hearing impaired clients due to the
conflict between the language limitations of some
clients and the cognitive, language-based orienta
tion of RET.
Upon considering the therapeutic options avail
able within the RET framework, there exists a
model or process of cognitive behavioral therapy
appropriate to all clients. Some experimentation
with modifications of original techniques (e.g., the
E.C.C. and the Feelings Continuum) may serve to
add value and meaning for each client in relation to
their specific needs.
The challenge to deafness rehabilitation profes
sionals is to look for new alternatives, to add new
possibilities instead of eliminating them. Making
RET a more usable, visual experience is one sug
gested possibility.
Deaf clients have the same mechanisms and
capacity for thought, feeling and behavior as do all
persons. The modes of perceiving and expressing
one's perceptions of the world are altered. So, in
utilizing RET, it may prove helpful to regard clients
as "normal" in every other sense, proceed with the
various suggested interventions, and hopefully
teach clients to think rationally, alter behavior to
better satisfy needs and wants, and experience less
frustration and more pleasure in life.
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Appendix A
What thoughts or How you felt.
What happened B ideas you had C What you did.
D Look at your ideas in Box B. Are they true?
E How do you feel about Box A now? What do you want to do now about what happened in Box A?
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